
Heel pain has a way of shrinking a person’s world. It starts as a stab with the first few steps out of bed, then
becomes a nagging ache during errands, a sharp complaint on the stairs, or a reason to skip the walk that used
to clear your head. When a heel spur is part of the picture, many patients assume the visible or reported spur is
the whole problem. In practice, the story is usually more nuanced.

A heel spur is a bony outgrowth, often seen on X-ray near the bottom of the calcaneus, or heel bone. Some
people have sizeable spurs and no pain at all. Others have severe pain with only a small spur or even none. What
often hurts is the irritated soft tissue around the heel, most commonly the plantar fascia where it attaches to the
bone. That distinction matters because treatment is usually directed less at the spur itself and more at the
stubborn, overloaded tissue that has failed to settle.

This is where Shockwave Therapy has earned a place. For the right patient, it can be a practical middle path
between months of stalled conservative care and the Shockwave Therapy much bigger step of surgery. It is not
magic, and it is not right for everyone, but it can be very effective when used with good judgment.

Why persistent heel spur pain becomes so difficult to treat
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By the time someone starts asking about shockwave treatment, they have often already tried the basics. Rest,
stretching, arch supports, a night splint, better shoes, over the counter pain relief, perhaps a cortisone injection,
and perhaps a few rounds of physical therapy. Some improve quickly. Others plateau and stay stuck there for
months.

The reason is often mechanical and biological at the same time. The plantar fascia and nearby tissues are
exposed to repetitive loading with every step. If the tissue has entered a more chronic, degenerative state rather
than a fresh inflammatory one, the body’s repair response may be sluggish. In plain terms, the area becomes
painful, thickened, and disorganized, but it does not heal efficiently on its own.

A heel spur can add to this by changing local stress patterns at the tissue attachment. Tight calf muscles, long
hours standing on hard floors, sudden increases in walking or running, excess body weight, poor footwear, or
foot mechanics such as a very high arch or excessive pronation can all keep the area irritated. It is not unusual to
see someone feel slightly better after each new treatment, only to flare up again because the underlying load on
the heel never really changed.

That is why a proper treatment plan has to look beyond the X-ray finding. A spur may be present, but the clinical
question is whether the painful tissue has become chronic enough that it needs a stimulus to restart healing.
Shockwave is designed to provide that stimulus.

What Shockwave Therapy actually does
Shockwave Therapy uses acoustic waves delivered into the painful tissue. The terminology can be confusing
because “shockwave” sounds dramatic, but in clinic it is a structured, targeted treatment rather than a violent
one. The aim is to create a controlled biological response in tissue that has stopped progressing through normal
healing.

The best way to think about it is as a mechanical signal that wakes up a quiet repair environment. Studies and
clinical use suggest that shockwave may help by increasing local blood flow, influencing pain signaling, and
stimulating cellular activity involved in tissue remodeling. In chronic plantar heel pain, that can mean the plantar
fascia and surrounding tissues gradually become less irritable and more resilient over several weeks.

There are two broad forms used in musculoskeletal practice: focused shockwave and radial shockwave. Focused
devices concentrate energy deeper and more precisely. Radial devices spread pressure waves more broadly
through superficial tissues. Both are used for heel pain, and a skilled clinician chooses based on the patient’s
anatomy, tissue depth, pain pattern, and available equipment. Patients often ask which one is “better.” In reality,
the answer depends on who is treating you, how chronic the condition is, and whether the treatment is part of a
sensible overall rehab plan.

A useful point to understand is timing. Shockwave is not usually a one session cure. Most people need a series of
Shockwave Therapy treatments spaced over a few weeks, and the improvement is often gradual rather than
immediate. Some patients feel looser and less painful within a week or two. Others do not notice much until a
month later. That delayed response is normal because the treatment is nudging biology, not simply numbing
pain for a day.

Who tends to benefit most
The strongest candidates are usually people with chronic heel pain that has lasted at least several months and
has not responded well enough to standard conservative care. In a busy clinic, this is often the person who can
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tell you exactly where the pain is with one finger, has classic pain with first steps in the morning, and feels
defeated because every temporary improvement fades.

That said, not every painful heel with a spur should go straight to shockwave. A careful evaluation should rule out
other causes such as a calcaneal stress injury, Baxter’s nerve irritation, an inflammatory arthritis, fat pad
syndrome, or referred pain from the lumbar spine. The heel is a small area with a surprisingly long differential
diagnosis.

A few patterns make me think shockwave may be especially worthwhile. The first is long standing plantar
fasciopathy with imaging or exam findings suggesting chronic tissue change. The second is a patient who can
comply with aftercare, especially temporary modification of impact loading. The third is someone who wants to
avoid an injection or surgery if there is still a reasonable nonoperative path.

Here is a concise way to think about candidacy:

Heel pain has persisted for months despite stretching, footwear changes, and activity modification.

The pain pattern and exam fit chronic plantar fasciopathy, with or without a heel spur on imaging.

There is no red flag suggesting fracture, infection, systemic inflammatory disease, or another major diagnosis.

The patient understands that improvement is gradual and agrees to pair treatment with rehabilitation.

Surgery is not the preferred next step, or it is being postponed while nonoperative options are exhausted.

What an evaluation should include before treatment
A good assessment matters as much as the machine. If the consultation feels rushed, or if treatment is offered
just because an X-ray mentions a spur, that is not ideal. Heel pain deserves a focused clinical exam.

The clinician should ask when the pain started, what the morning pain feels like, whether symptoms worsen after
rest, what shoes are worn most days, how much standing or walking is required for work, and whether there has
been any change in training or activity. They should palpate the heel, check calf flexibility, assess ankle motion,
examine foot posture, and often watch you walk. If there is numbness, burning, or pain away from the classic
plantar fascia origin, the exam should widen.

Imaging is sometimes helpful, but rarely the whole answer. X-rays can show a spur, though that finding alone
does not prove it is the cause of pain. Ultrasound can sometimes show a thickened plantar fascia. MRI is reserved
for more complex or uncertain cases. What matters most is matching the imaging to the person in front of you.

This is also the stage where expectations should be set honestly. If a patient has severe obesity, poorly controlled
diabetes, a very physically demanding job, and no realistic plan to reduce heel load even temporarily, shockwave
may still help, but the path is usually slower and less predictable. Real world medicine is full of these trade-offs.
The treatment should be framed as part of a plan, not a standalone rescue.

What the procedure feels like
Patients almost always want to know one thing first: does it hurt?

The most truthful answer is that it can be uncomfortable, but it is usually tolerable. The sensation depends on the
device, the energy setting, the exact treatment location, and your pain sensitivity. Many describe it as a rapid
tapping or pulsing into a sore spot. If the tissue is very irritable, the first session can feel intense. An experienced
clinician usually starts at a lower setting and increases based on tolerance and treatment goals.



A session is typically brief. The area is identified, gel is applied, and the applicator is placed over the painful
region. Depending on the system used, treatment may last roughly five to fifteen minutes. Some clinics use local
anesthetic, but many avoid it because numbing the tissue may reduce the feedback that helps target treatment,
and there is some debate about whether it changes the biological response. In routine plantar heel pain, many
patients get through it without anesthetic.

Afterward, the heel may feel sore for a day or two, sometimes a little bruised or temporarily more sensitive. That
does not necessarily mean anything is wrong. It is part of why people should not book a long hike or a sports
tournament for the same evening and expect the foot to feel perfect.

The typical treatment course and timeline
The most common course involves several sessions rather than one. Depending on the device and protocol, three
to five treatments over two to six weeks is common in many practices. Some clinicians use higher energy, fewer
session approaches. Others prefer more moderate settings over a longer span. This variation is one reason
comparing internet anecdotes can be misleading.

Improvement often unfolds in stages. In the first week, some patients notice very little change except temporary
soreness. By the second or third week, the classic morning step pain may begin to soften. Later, tolerance for
walking and standing often improves. The last symptoms to disappear are often the small, irritating ones, such as
that awareness of the heel after a long day or the tendency to stiffen after sitting.

A useful benchmark is that many clinicians look for meaningful improvement within six to twelve weeks after
starting treatment, not just in pain scores but in function. Can you walk the dog without thinking about every
step? Can you get through a work shift with less limping? Can you exercise in a modified but consistent way?
These functional gains usually matter more than a single pain rating.

If there is no change at all after an appropriate course, the next step is not always “more shockwave.” Sometimes
the diagnosis needs revisiting. Sometimes the load management has not been adequate. Sometimes a different
treatment path is more sensible.

Why aftercare can make or break the result
This is the part patients sometimes underestimate. Shockwave is often presented as a machine based
intervention, but the outcome is strongly shaped by what happens between sessions.

If someone receives treatment on Tuesday and then spends Wednesday through Saturday in old unsupportive
shoes, walking ten miles a day on concrete, the tissue is being asked to heal in a hostile environment. The same
treatment given to a patient who also modifies load, stretches the calf, improves footwear, and gradually rebuilds
strength tends to perform better.

That does not mean total rest. In fact, prolonged inactivity can create its own problems. The goal is smarter
loading. Very often this means reducing impact, temporarily limiting long walks or running, avoiding barefoot
time on hard floors, and using shoes with cushioning and support. Calf stretching can help when it is done
consistently and correctly, not aggressively. Foot intrinsic and calf strengthening may be introduced or
progressed as pain allows.

One common scenario illustrates the point. A patient with a retail job may improve noticeably after two sessions
but continue to flare every weekend because she wears flat, fashion shoes for social events after spending all
week in supportive work trainers. The treatment is not failing. The heel is simply getting mixed messages.



How effective is it, really?
The honest answer is that Shockwave Therapy has a solid role for chronic plantar heel pain, but results vary. In
clinical practice, many patients improve enough to avoid more invasive treatment. Some improve partially, which
still matters if the pain shifts from daily limitation to occasional nuisance. A smaller group gets little benefit.

Why the variation? Chronicity matters. Tissue quality matters. Accurate diagnosis matters. Adherence matters. So
does the presence of additional drivers, such as significant calf tightness, poor footwear, central pain
sensitization, or a work pattern that constantly reloads the heel.

If you are trying to judge whether it is “worth it,” think in practical terms. For a person with nine months of heel
pain who has failed standard care and wants to avoid surgery, a treatment that has a reasonable chance of
reducing pain over the next one to three months can be a very sensible option. For a person with heel pain of
three weeks duration who has not yet tried basic care, it is usually premature.

Risks, side effects, and who should avoid it
Shockwave is generally considered low risk when used appropriately, but low risk does not mean risk free.
Temporary pain, local swelling, redness, bruising, and soreness are the most common issues. Rarely, symptoms
can flare more than expected for several days. This is another reason treatment should be delivered by someone
comfortable selecting settings and adapting to tissue response.

There are also situations where caution or avoidance is appropriate. Active infection in the area, open wounds,
certain bleeding risks, severe neuropathy, and pregnancy are commonly discussed relative contraindications or
precautions depending on the location and device. If a stress fracture or acute rupture is suspected, that needs
proper assessment rather than routine shockwave.

Cortisone deserves a brief mention here. Many patients asking about shockwave have already had a steroid
injection, sometimes with short lived relief. Steroids can reduce pain, but repeated injections near the plantar
fascia are approached carefully because of concerns about tissue weakening and, in rare cases, rupture.
Shockwave is often attractive precisely because it aims to stimulate healing rather than suppress symptoms
alone.

How it compares with other common treatments
Surgery tends to dominate the imagination because it sounds definitive. In reality, surgery for plantar heel pain is
usually reserved for the minority who fail prolonged nonoperative care. Recovery can be lengthy, and outcomes
are not uniformly perfect. For that reason, a well chosen course of shockwave often makes sense before
considering an operation.

Orthotics can help if foot mechanics are contributing, though they are not universally curative. Night splints can
be useful for classic morning pain but some patients abandon them because they interfere with sleep. Physical
therapy remains foundational, especially when it addresses calf tightness, foot and ankle strength, gait factors,
and load progression. Shockwave often works best as an addition to this framework rather than a replacement
for it.

Platelet-rich plasma is another option some clinics discuss, but availability, cost, protocols, and evidence quality
vary. Compared with an injection based approach, shockwave appeals to many patients because it is noninvasive
and requires no downtime beyond temporary activity modification.



Cost and access
One of the practical barriers is cost. Depending on region, clinic type, and device, shockwave treatment can range
widely in price. Insurance coverage is inconsistent. Some plans cover it under specific diagnoses or after failed
conservative care. Others classify it as elective or investigational. That can frustrate patients, especially when the
pain is affecting work and daily mobility.

When discussing value, I encourage patients to look beyond the per session fee. Ask what is included. Is there a
proper assessment, exercise guidance, footwear advice, and follow-up, or are you paying only for a machine
application? A cheaper series without diagnosis or rehab support may be less useful than a slightly more
expensive course delivered thoughtfully.

Questions worth asking before you book
A short conversation upfront can save time, money, and disappointment. These are reasonable questions to ask a
provider:

What diagnosis are you treating, and how confident are you that it is plantar heel pain rather than another
cause?

Which type of shockwave do you use, focused or radial, and why does it suit my case?

How many sessions do you typically recommend, and when should I expect to notice change?

What should I avoid after treatment, and what exercises or footwear changes do you want me to follow?

If I do not improve, what is your next step rather than simply repeating the same treatment?

A realistic patient journey
Consider a typical case. A 48 year old warehouse supervisor develops heel pain that lingers for eight months. He
has a small heel spur on X-ray, marked pain with first steps, tight calves, and spends most shifts on concrete. He
has tried generic insoles and occasional stretching but continues to limp by late afternoon. After assessment
confirms chronic plantar fasciopathy rather than a nerve or bone problem, he starts a course of shockwave.

The treatment itself is uncomfortable but manageable. He also switches to more supportive work shoes, adds a
cushioned insole, stretches his calves twice daily, and cuts back his weekend basketball for a month. After the
second session, mornings are still stiff, but the pain eases faster. By week six, he is no longer planning his day
around sitting breaks. At three months, he still feels the heel after a very long shift, but he is walking normally
and has resumed modified exercise.

That is the kind of success that matters in real life. Not every patient gets that result, but many do when
diagnosis, treatment selection, and follow-through line up.

When Shockwave Therapy is probably not the answer
There are times when enthusiasm for technology gets ahead of clinical reasoning. If the pain is very recent, a
simpler conservative approach may be enough. If the symptoms are burning, tingling, or radiating, a nerve issue
may deserve more attention. If the heel hurts more centrally under the fat pad than at the plantar fascia origin,
the treatment target may be different. If the patient expects total pain relief while continuing the exact same
aggravating routine, disappointment is likely.



And if someone has severe night pain, unexplained swelling, or a history that suggests inflammatory or systemic
disease, the priority shifts to medical workup. No device should distract from that.

The bottom line for someone living with persistent heel pain
Shockwave Therapy sits in a useful place on the treatment ladder for persistent heel spur related pain, especially
when the real problem is chronic plantar fascia irritation at the heel attachment. It is noninvasive, generally safe,
and often effective enough to help patients avoid more aggressive measures. Its best results usually come when
it is chosen after a proper evaluation and paired with load management, footwear changes, and targeted
rehabilitation.

For patients who have been limping for months and feel trapped between failed home remedies and the
prospect of surgery, that combination can be a relief in itself. There is finally a plan that respects both the biology
of slow healing tissue and the practical realities of daily life. The heel does not change overnight, but with the
right case selection and enough patience, it often changes enough to give people their movement back.
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FAQ About Shockwave Therapy

What does shockwave therapy actually do?

Shockwave therapy delivers high-energy acoustic sound waves through the skin to an injured area. This process
"wakes up" stubborn, chronic soft-tissue injuries by increasing local blood flow, breaking down calcifications, and
triggering the body's natural cellular repair and tissue regeneration mechanisms.



What are the drawbacks of shockwave therapy?

Shockwave therapy can cause temporary pain, skin redness, bruising, swelling, or numbness at the treatment site.
It may require multiple sessions, can be costly out-of-pocket because insurance often does not cover it, and is
unsafe for pregnant individuals or those with blood-clotting disorders.

Does shock wave therapy really work?

Yes, shock wave therapy (extracorporeal shockwave therapy, or ESWT) works well for specific chronic soft-tissue
and bone conditions, showing success rates around 60% to 80% for stubborn issues like plantar fasciitis and
tennis elbow when other conservative treatments fail.


